Introduction {#sec1_1}
============

Paraduodenal hernias are rare causes of acute abdomen and are frequently complicated by volvulus and ischemia. Abdominal computed tomography (CT) currently plays an important role in the evaluation and management of patients with paraduodenal hernias \[[@B1], [@B2], [@B3], [@B4], [@B5], [@B6], [@B7], [@B8], [@B9]\]. Furthermore, we present the MRI image, because the symptoms of our patient resolved spontaneously. MRI images of paraduodenal hernia are very expensive because they only describe sagittal findings.

We herein describe a patient who was preoperatively diagnosed with left paraduodenal hernia and underwent successful laparoscopic surgery.

Case Report {#sec1_2}
===========

A 60-year-old Japanese man was admitted to our hospital with abdominal pain. Physical examination demonstrated a soft mass in the left upper abdomen. Laboratory investigations included normal carcinoembryonic antigen and thyrotropin of 1.15 mU/l.

CT showed a homogenous, smooth mass on the left side of the abdomen (fig. [1](#F1){ref-type="fig"}). MRI demonstrated sagittal findings (fig. [2](#F2){ref-type="fig"}). MRI revealed the incarcerated small bowel between stomach and kidney. Barium enema confirmed that the small bowel formed jejunal loops behind the stomach (fig. [3](#F3){ref-type="fig"}).

Contrast study can be helpful in localizing the specific site of the obstruction. The pain had sometimes been precipitated by food 10 years previously and hyperthyroidism was diagnosed as Graves\' disease. Thionamide drug (propylthiouracil) was the initial therapy in this case. Propylthiouracil was given for 6 weeks until the patient became euthyroid; then surgery for paraduodenal hernia was performed. One 10 mm port and three 5 mm ports were used. The surgical duration was 120 min, and total blood loss was 50 ml. A hernial orifice about 3 cm in diameter was observed under the ligament of Treitz (fig. [4](#F4){ref-type="fig"}). Approximately 30 cm of jejunum was within the hernial sac. Herniography was performed after reduction of the jejunum (fig. [5](#F5){ref-type="fig"}). The hernial orifice was closed with non-absorbable suture. The postoperative course was uneventful.

Discussion {#sec1_3}
==========

Paraduodenal hernias are also called congenital mesocolial hernia. The etiology may involve bowel malrotation during the embryonal period and maladhesion between the mesocolon and retroperitoneum. Paraduodenal hernias are the most common internal hernias, accounting for 53% of cases \[[@B10]\]. In Japan, 68% were on the left and 32% on the right, 70% of these cases were male and 30% female \[[@B11]\].

Paraduodenal hernia can be asymptomatic and diagnosed incidentally at laparotomy \[[@B11], [@B12]\]. Some patients have vague abdominal complaints and subclinical symptoms related to long-term intermittent or partial obstruction \[[@B1], [@B6], [@B8], [@B9], [@B13], [@B14]\], while others present with acute closed-loop obstruction or intestinal ischemia \[[@B2], [@B3], [@B4], [@B5], [@B7], [@B15], [@B16]\]. In our case, the patient was admitted with a ten-year history of episodic colicky peristaltic abdominal pains.

The difficulty in clinically diagnosing internal hernia means that imaging studies could play an important role if accurate and reliable signs can be determined \[[@B5], [@B6], [@B7], [@B8], [@B9], [@B16], [@B17]\]. Small bowel follow-through films taken with barium showed that the jejunum occupied the upper-right part of the abdomen.

CT findings for left-sided paraduodenal hernia show a characteristic appearance of a cluster of dilated small-bowel loops seemingly encased in a sac and lying between the pancreatic body and the stomach to the left of the ligament of Treitz \[[@B1], [@B2], [@B3], [@B4], [@B5], [@B6], [@B7], [@B8], [@B9], [@B13], [@B18]\]. In the case of left paraduodenal hernia, IMV were usually located in the upward and anterior displacement of the hernia sac. In our case, encapsulated small bowel loop formation was located between pancreas and stomach.

In addition, MRI findings of paraduodenal hernia were not previously reported. In our case, the symptoms were subacute; therefore MRI was obtained and played an important role in providing sagittal findings. This image made possible exact and speedy diagnosis of paraduodenal hernia. Thus, it was possible to diagnose left paraduodenal hernia preoperatively in an asymptomatic or subacute symptom case.

Surgical management requires opening of the sac and reduction of the herniated small bowel, with resection as needed of the nonviable segment \[[@B4], [@B15]\]. Ladd\'s procedure or simple closure is then performed \[[@B1], [@B6], [@B12], [@B13], [@B16]\]. In our case, Ladd\'s procedure was not performed because there were no rotational abnormalities.

Laparoscopic management of a left paraduodenal hernia has been described \[[@B3], [@B6], [@B9]\]. In our case, there did not appear to be any bowel necrosis or severe dilatation. Therefore, laparoscopic surgery was indicated. MRI is useful for diagnosis on the case of paraduodenal hernia and it makes possible the use of laparoscopic surgery.

![CT examination of the abdomen revealed a smooth surface mass on the left side of the abdomen.](crg0001-0071-f01){#F1}

![MRI revealed a mass between stomach and kidney.](crg0001-0071-f02){#F2}

![Barium enema showed the jejunal loops behind the stomach.](crg0001-0071-f03){#F3}

![A hernia orifice was observed under the ligament of Treitz.](crg0001-0071-f04){#F4}

![Herniography after reduction of jejunum.](crg0001-0071-f05){#F5}
